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Abstract
Background and Objectives—Homeless women are at high risk of drug and alcohol
dependence and may receive less opportunity for treatment. Our objective was to examine the
association between experiencing homelessness and motivation to change drug or alcohol use.

Methods—Women (n=154) participants in a study of substance dependence at an urban medical
center (69 with some homeless days in the last 90 days; 85 continuously housed at baseline)
completed 6 items rating motivation to change alcohol or drug use (i.e., importance, readiness, and
confidence) at baseline and in 3, 6, and 12-month follow up interviews. Unadjusted, and
longitudinal analyses controlling for covariates (e.g., demographics, insurance status, substance
use consequences, mental health status, and participation in treatment), were conducted.

Results—There were no significant differences between women experiencing homeless days
versus continuously housed women in the odds of reporting high motivation to change alcohol or
drug use, either in unadjusted baseline analyses or longitudinal analyses adjusted for covariates.
Covariates that were significantly associated with high importance, readiness or confidence to
change behavior were higher life time consequences of substance use, and participation in 12-step
programs.

Discussion and Conclusions—The findings suggest that clinicians should not make
assumptions that homeless women have low motivation to change their substance use.

Scientific Significance and Future Directions—The same opportunities for addiction
treatment should be offered to homeless as to housed women.
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Background and Objectives
Homeless women have a high prevalence of risky use of both alcohol and illegal drugs. (1–
3), five to fourteen times higher than the general population of women (4). Prospective
studies have found that a current substance use disorder, or frequent continued consumption
of alcohol or drugs are associated with lower odds of exit from homelessness, prolonged
episodes of homelessness, and housing instability. (5–7) Despite high need, homeless adults
report limited use of addiction services. Robertson et al., (4) found that 43.5% of homeless
adults identified a need for addiction treatment but had not received services, while Wenzel
et al., (8) reported only 27.5% of homeless adults with a substance use disorder had accessed
inpatient or residential treatment in the last year, with even fewer, 5.6%, having any
outpatient treatment.

Reasons associated with lack of use of addiction services or motivation to quit alcohol or
drug use among homeless women include poor mental health status, emotional distress, and
depression. (9–11) Further, having a substance abusing partner, and experiencing childhood
abuse, which could result in post-traumatic stress symptoms, were found to be associated
with less positive views of quitting substance use. In addition, both homeless men and
women living with children have lower addiction treatment utilization. (12) However,
reporting more addiction consequences appears to be associated with higher motivation for
treatment, positive attitudes towards treatment, and treatment engagement in populations
with a high prevalence of homelessness. (2, 12, 13)

Sosin et al., (10) suggested a rational choice model among competing needs to explain why
homeless individuals do not enter addiction treatment. One aspect of this decision process
for homeless women may be the experience of discomfort in programs that serve
predominantly men and resulting fears of re-victimization. (11) This may be expressed in
ambivalence to seek treatment, and may be misinterpreted by providers as low motivation
for treatment. In addition, medical providers may stigmatize the homeless and fail to offer
optimal treatment (14, 15), especially if the individual has alcohol or drug use problems.
(16) Provider beliefs include assumptions about lack of motivation and ability to engage in
self-management. (17) Thus limited receipt of addiction treatment services among homeless
women may result from both miss-matched services and inaccurate provider assumptions.

Few data exist that explore motivation for addiction treatment services among homeless
women. The current study investigated the association between experiencing homelessness
and motivation to change alcohol or drug use among women with substance dependence.

Methods
Sample

Study participants were women enrolled in the AHEAD (Addiction Health Evaluation and
Disease management) study, designed to test the effectiveness of a disease management
intervention in primary care for alcohol or drug-dependent adults. Participants were
recruited from multiple sources, including an inpatient detoxification unit (74% of those
enrolled), primary care clinics, an emergency department, and by advertisements on buses
and in newspapers from 2006–2008, and randomized to treatment condition after study
baseline assessments. Eligibility included: 1) a diagnosis of current alcohol or drug
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dependence assessed by the Composite International Diagnostic Interview Short Form
(CIDI-SF) (18); 2) past 30 day drug or heavy alcohol use; and 3) willingness to receive
primary medical care at the medical center where the study was being implemented. Of 2029
individuals screened, 1374 were not eligible due to unwillingness to establish primary care
at the study medical center (44%), cognitive impairment (28%), not meeting substance use
criteria (9%), and pregnancy, language barriers (not English or Spanish speaking), or unable
to provide contact information for two relatives or friends. Only 85 total participants who
met criteria declined to enroll. Motivation to change, or interest in seeking help, were not
entry criteria. All women enrolled in the AHEAD study, in the intervention or comparison
condition, were included in the current analysis. Data were collected at study entry and 3, 6
and 12 months later. The intervention consisted of an addiction Chronic Care Management
program in a primary care clinic, and options for motivational enhancement sessions,
counseling, pharmacological treatment, and referrals to specialty addiction services and
support groups. Comparison participants were given a referral to a primary care clinician,
the opportunity to participate in motivational enhancement sessions, and a list of addiction
resources. The Institutional Review Board for Boston Medical Center and Boston University
Medical Campus approved the study.

Measures
Outcomes—The motivation- to-change variables were the six, binary outcomes of interest
(three corresponding to drinking and three to drug use) developed from a visual analog or
‘change ruler’ scale.. Respondents were asked to circle the number that indicated the way
they feel ‘right now.’ The items addressed readiness, importance and confidence,
respectively for alcohol and drug use. (19) The questions were: “How important is it to you
right now to change your drinking/drug use?;” “How ready are you to change your drinking/
drug use?;” and “If you decided to change your drinking/drug use habits, how confident are
you that you would succeed?” Respondents were shown a card that listed the numbers 0, 1,
2, etc. through 10, adjacent to a horizontal line or ‘ruler.’. Groups of numbers were
bracketed and given a label: 0 was labeled “I don’t drink/use drugs; doesn’t apply;” 1–3
were labeled, “not important,” “ not ready,” or “not confident;” 4–6 were labeled,
“somewhat important,” “somewhat ready,” or “somewhat confident;” and 7–10 were
labeled, “very important,” “very ready,” or “very confident.” This measure has been found
to be highly correlated with lengthier questionnaires that measure motivation and that
categorize respondents into ‘stages’ of change (0.77), and better predicted actual changes in
behavior such as lower alcohol consumption. (20,21) Responses were dichotomized at 7 or
greater indicating high motivation. Responses for any time point that the participant reported
using no alcohol or no drugs were excluded from the analysis.

Main independent variable—Experiencing homelessness was defined as self-report of
having spent one or more nights in a homeless shelter or on the street in the past 90 days.
Women who reported no days in a homeless shelter or on the street were considered
continuously housed.

Covariates—Demographic information included age, ethnicity, education, employment
status, income, health insurance status, homeless days, whether they currently had a partner,
and whether they had children. Additional variables were collected using well standardized
instruments widely used with low income urban and homeless populations. Physical and
mental health status were measured by the 12-item Short Form health survey (SF-12) and
summarized by Physical and Mental Component Summary scores (PCS, MCS). (22) The
SF-12 is one of the most widely used measures of self-report health status in health research;
each component score consists of six items. Internal reliability is 0.88 and 0.82 for the
physical and mental component scores respectively. The SF-12 provides a population
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normed scale centered at 50 points indicating average health and has strong concurrent and
predictive validity for health related quality of life outcomes. (23)

Medical comorbidity was assessed using The Katz questionnaire (24) which includes 17 yes/
no questions that ask for the presence of a condition as well as validating follow up
questions.. Examples of the questions are: Have you ever had a heart attack? Do you have
cirrhosis or serious liver damage? Do you have asthma? If yes, do you take medications for
your asthma? This measure was validated by medical record review. Test – retest reliability
exceeds 0.91 and correlations with medical record information range from 0.63–0.70.

Mental health conditions were assessed using the Patient Health Questionnaire (PHQ-9) (25)
for depression and the Mini-International Neuropsychiatric Interview (MINI) for post-
traumatic stress disorder (PTSD). (26) The PHQ-9 is a nine item questionnaire designed for
use in primary care that captures DSM-IV criteria for depression symptoms, including
mood, somatic symptoms, and suicidal ideation by asking frequency of symptoms for the
last two weeks. Internal reliability is high, α=0.89, with 88% sensitivity and specificity for
major depression diagnosed by psychiatric interview. The MINI is a standardized interview
of yes/no questions to identify DSM-IV psychiatric conditions and is commonly used in
research settings where longer interviews are not possible. The PTSD items include three
screening questions (ex. Have you ever experienced or witnessed or had to deal with an
extremely traumatic event that included actual or threatened death or serious injury to you
or somebody else?), two lists of symptoms experienced in the last month (7 items on
avoidance of places or people related to the event and 5 items on general anxiety
symptoms), and a question about symptom interference with work or social activities. Test-
retest reliability is 0.73, and sensitivity is 0.68 and specificity 0.91 compared with
psychiatric interview.

Lifetime consequences of substance use were measured using the Short Inventory of
Problems (SIP), one version for alcohol and one for other drugs. (27) The SIP consists of 15
items, and using the two versions provides lifetime consequences separately for alcohol and
drug use. Items cover physical, social and interpersonal consequences of alcohol or drug use
and have high internal consistency in studies of addiction treatment interventions, including
those conducted in primary care (α=0.95). Respondents were also asked about participation
in outpatient services, and 12-step meeting attendance at each time point.

Analysis
Differences between those experiencing homelessness vs. those continuously housed at
baseline were identified using two sample t-tests or chi-square tests as appropriate. To
minimize the potential for collinearity in subsequent regression analyses, we assessed the
correlation between pairs of independent variables and covariates and eliminated some
covariates from the final models. No pair of variables included in the regression models was
highly correlated (r>0.40).

Generalized estimating equations (GEE) logistic regression models (28) were used to
examine the longitudinal association between homelessness experience and motivation to
change across 12 months of study enrollment, adjusting for the potential confounding factors
of age, race/ethnicity, income, education, insurance status, partner status, SIP lifetime
alcohol and drug scores, outpatient treatment and 12-step meetings attended in the last 90
days, and time. The GEE approach was used to adjust for the correlation due to analyzing
longitudinal, repeated measures from the same subject over time, increasing the efficiency
and power of the analyses compared to analysis using a single time point. An independence
working correlation was used and the empirical standard errors are reported for all analyses.
Homelessness, any outpatient treatment, and any 12-step meetings, were modeled as time-
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dependent variables. No adjustments were made for multiple comparisons due to the
exploratory nature of the analyses.

Secondary, exploratory analyses were also conducted to evaluate the potential interaction
between homelessness and the AHEAD intervention. In addition, secondary analyses
explored whether greater time homeless was associated with motivation to change substance
use among homeless women. Examination of the distribution of days homeless among
homeless women at baseline resulted in use of the median split of <15 days/≥ 15 days in the
past 90 days for this analysis. All analyses were conducted using two-sided tests and a
significance level of 0.05. Analyses were performed using SAS software. (29)

Results
The AHEAD study enrolled 563 participants of whom 154 were female Among the 154
women, 69 reported at least one night in a shelter or on the street in the last 90 days at study
entry, and 85 reported no days on the street or in a shelter. Among those reporting homeless
days, the range was 1–90 days, with a median (IQR) of 15 days (4, 60), and a mean of 33.5
days (SD= 34.9); 13% were continuously homeless all 90 days. There were no significant
differences in demographic characteristics, intervention condition, or participation in
motivational engagement treatment sessions between the two groups at baseline (see Table
1). About half of women from both groups had low income, many were unemployed, most
were insured, and high school graduates or had some post-secondary education. Alcohol and
drug use measures, prevalence of PTSD and depression, and recent 12-step meeting
attendance were high for both groups. However, a higher proportion of women experiencing
homelessness reported being troubled by alcohol problems (p<0.05). Women experiencing
homelessness also reported significantly more total lifetime consequences of alcohol use
(SIP lifetime alcohol score, p<0.05) than did continuously housed women.

Table 2 presents the observed proportions with high levels of importance, readiness, or
confidence in the ability to change alcohol or drug use for both groups at each study visit. In
unadjusted analyses, there were no statistically significant differences in at baseline.
Approximately three quarters of both groups expressed high importance and readiness to
change alcohol use, and approximately 90% expressed high importance to change drug use.
Responses over time showed few differences in any of the motivation questions.

In the multivariable longitudinal analyses, similarly, no significant associations were
detected between women experiencing homelessness and continuously housed women for
any of the outcome variables. Further, no significant differences were found for race/
ethnicity, insurance status, partner status, or income. Examining covariates (see Table 3),
12-step meeting attendance (AOR 1.74–2.52 for high readiness and confidence in changing
drinking and high importance and readiness to change drug use) and lifetime substance use
consequences (SIP) scores (AOR 1.14–1.16 for high importance and readiness to change
drinking and high importance to change drug use) were associated with increased motivation
to change alcohol and drug use. Secondary analyses did not identify a significant interaction
between homelessness and intervention group. In the adjusted longitudinal analyses only
among women experiencing homelessness (data not shown in a table), more homeless days
(i.e., ≥ 15 days) were associated with a higher odds that changing drug use was highly
important (AOR 4.92, 95%CI 1.46, 16.65, p<0.01). No other significant associations were
observed.

Discussion and Conclusions
The primary focus of this study was to examine if homelessness experience was associated
with motivation to change drug or alcohol use over time among women with substance

Upshur et al. Page 5

Am J Addict. Author manuscript; available in PMC 2015 January 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



dependence. We found no significant differences at baseline or in longitudinal analyses of
the proportion of women experiencing homelessness compared to continuously housed
women who rated high motivation to change alcohol or drug use on any of six motivation-
to-change questions. Further, when examining the effects of having more homeless days, we
found that only one motivation variable was significantly different between women with
more versus fewer days homeless. Women with ≥15 days homeless more often endorsed
high importance to change drug use compared to women who reported fewer than 15 days
homeless.

Motivation for changing alcohol or drug use, and denial of substance use problems, as
predictors of treatment engagement and recovery have been core constructs for several
decades. (30) Assumptions about motivation to change substance use of populations, such as
homeless women, could impact whether or not they receive addiction treatment or respond
to it well. (9, 16) For example, clinicians who assume homeless women are not motivated,
may not make referrals to addiction treatment programs. (14,15)

The readiness to change model postulates that individuals are in varying stages of readiness
to change their addictive behavior and a primary goal of treatment is to move patients along
a continuum of change to increase their commitment to address their addictive problems.
(31) While evidence about the importance of motivation for successful treatment
engagement or outcomes is limited, and at times contradictory, it may be one factor
contributing to addiction outcomes. Kelly et al., (32) for example, found high motivation at
treatment entry, and increases in motivation were among the factors positively predicting
three month abstinence among young adults in residential addiction treatment, although the
association disappeared in a multivariate model. Collins et al., (33), similarly found that
readiness to change did not predict future reductions in level of drinking among college
students, and suggested that motivation had minimal potency in the face of contextual (peer
pressure), biological, or personality variables. In contrast, Collins, Malone & Larimer (34)
found that motivation to change drinking, and not treatment participation, predicted reduced
alcohol use outcomes in homeless individuals with alcohol use problems participating in a
housing intervention. While the latter study enrolled mostly homeless men, it does suggest
that motivation to change, combined with contextual factors (such as a housing program)
may play a key role in improved substance use outcomes among the homeless.

Examining covariates for the entire sample, lifetime consequences of substance use were
associated with high importance and readiness to change alcohol use, and high importance
to change drug use. Although power issues may have prevented significant findings for the
homeless-only subsample analyses, the pattern of point estimates was the same, suggesting
that, similar to other studies (2, 9, 13), greater addiction consequences are associated with
higher treatment motivation and treatment engagement in women who experience
homelessness. In addition, the strong association of 12-step attendance with motivation for
changing substance use is striking in the combined sample, with similar, although not
statistically significant pattern of findings in the homelessness experience-only subsample,
and consistent with studies with other substance dependent populations. (32). In contrast,
mental health functioning (MCS score) for the combined sample was not associated with
five out of the six motivation to change items. These findings seem to contradict those
studies among homeless women that have found better mental health status cross-sectionally
and prospectively associated with lower drug and alcohol use, and more addiction treatment
completion. (11, 35, 36) However, a study by Nyamathi et al., (9) found that positive
attitudes about quitting drug and alcohol use were not significantly related to global mental
health symptoms, but rather to coping strategies, history of abuse, and social support. This
suggests there are multiple pathways potentially influencing motivation to change risky
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substance use among women who have experienced homelessness that warrant further
exploration.

A few limitations in this study should be noted. Our sample size was small, which may have
limited our ability to detect meaningful associations between homelessness and measures of
motivation, even though we utilized longitudinal data. This limitation may be of particular
relevance since all odds ratio point estimates for the associations between homelessness
experience and motivation were <1, but not statistically significant. In contrast, the point
estimates for the associations between more nights homeless and motivation were largely
>1, also not statistically significant, providing no evidence that those experiencing
homelessness are less motivated. Multiple comparisons may also provide the potential for
Type I error, suggesting caution in the interpretation of the one statistically significant effect
of more homeless days on motivation.

Additionally, women in this study had agreed to enter a clinical trial to address alcohol and
drug use, and a large proportion was recruited directly from a detoxification program.
Therefore they may have been more motivated to change alcohol and drug use than other
samples of homeless or low income housed women. An observational study of homeless
women using drugs and alcohol, recruited from shelters or through street outreach, found
that 72% reported high motivation to quit using cocaine and 56% reported high motivation
to quit using alcohol. (2) Our findings were somewhat higher among both women
experiencing homelessness and housed women (91% and 89% endorsing high importance to
change drug use respectively, and 76% and 77% endorsing high importance to change
alcohol use respectively). This suggests that entering an addiction study might increase
reported motivation to change substance use. However, there is no reason to believe that
entering the trial would differentially affect responses of homeless women compared to
those women continuously housed, especially since the samples were quite closely matched
on a number of demographic, physical and mental health, and service use measures. In
addition, motivation to change or seek help were not entry criteria, receipt of addiction
treatment was not required by the study, and most people who enter detoxification do not
follow-up with addiction treatment, suggesting that the sample is likely representative of low
income and homeless women who have some contact with health services. Finally, the
definition of homelessness used may not have readily distinguished women with longer term
chronic homelessness.

Study strengths include a focus on an urban, disadvantaged population of women. In
addition, the consistency of associations across measures of motivation, suggest that the
findings have merit despite the study limitations. The study also shows the similarity in
demographics and health characteristics between low income continuously housed and
women experiencing homelessness with substance dependence, suggesting that regardless of
homelessness, these populations may be more similar in their motivation and need for
addiction services than previously assumed.

Scientific Significance and Future Directions
Our finding that women experiencing homelessness and substance dependence do not
appear to differ compared to continuously housed women in endorsing high motivation to
change substance use is encouraging. That more days of homelessness were also not
associated with motivation to change (except a greater proportion who endorsed high
importance to change drug use), suggests that assumptions about the homeless population’s
lack of interest or ability to benefit from addiction treatment interventions should be
questioned. Further research with homeless women not entering addiction treatment, and
those where the homeless history is more complete, is needed to confirm this study’s
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findings. In addition, teasing out factors associated with motivation for addiction treatment
is needed to identify other facilitators to treatment entry. Such research would represent next
steps toward improving treatment access for this highly vulnerable, yet apparently motivated
population.
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Table 1

Baseline characteristics of 154 women with alcohol or other drug dependence assessed at study entry

Characteristic Homeless* n=69 Housed n=85 P value

Mean Age, years (SD)1 35.8 (9.8) 36.7 (11.5) 0.58

Race/Ethnicity n (%)

 Non-Hispanic White 35 (50.8) 41 (48.2) 0.51

 Non-Hispanic Black 23 (33.3) 36 (42.4)

 Other 6 (8.7) 5 (5.9)

 Hispanic 5 (7.2) 3 (3.5)

Education n (%)

 <High school 19 (27.5) 25 (29.4) 0.80

 High school or more 50 (72.5) 60 (70.6)

Health insurance n (%) 54 (78.3) 67 (78.8) 0.93

Income from all sources n (%)

 <$20,000 39 (56.5) 46 (54.1) 0.76

 $20,000 or more 30 (43.5) 39 (45.9)

Unemployed n (%) 36 (52.2) 35 (41.2) 0.17

Has a current partner n (%) 44 (63.8) 57 (67.1) 0.67

Currently has children n (%) 46 (66.7) 53 (63.1) 0.64

Troubled by alcohol problems n (%) 49 (71.0) 47 (55.3) 0.04

Drinking NIAAA-defined hazardous amounts n (%)2 46 (66.7) 49 (57.6) 0.44

Troubled by drug problems n (%) 62 (89.9) 74 (87.1) 0.59

Used heroin, cocaine, &/or marijuana last 30 days n (%) 65 (94.2) 77 (88.2) 0.26

Mean SF-12 MCS (SD)3 28.2 (10.5) 30.4 (9.3) 0.16

Mean SF-12 PCS (SD)4 42.7 (8.3) 40.5 (8.3) 0.11

Mean Katz comorbidty (SD)5 0.6 (0.9) 0.8 (1.2) 0.48

Positive depression screen n (%)6 59 (85.5) 67 (79.8) 0.35

Current PTSD n (%)7 29 (42.0) 29 (34.1) 0.31

Mean SIP lifetime alcohol score (SD)8 10.2 (5.2) 8.0 (5.9) 0.03

Mean SIP lifetime drug score (SD)8 12.7 (3.4) 12.2 (4.0) 0.48

Any outpatient addiction treatment last 90 days n (%)9 29 (42.0) 39 (45.9) 0.63

Any 12 step meeting (e.g. AA, NA, CA) last 90 days n (%)10 33 (47.8) 34 (40.0) 0.33

Randomization group n (%)

 Control 27 (39.1) 43 (50.6) 0.16

 Intervention 42 (60.9) 42 (49.4)

Any MET sessions n (%)11 16 (23.2) 28 (32.9) 0.18

*
Homeless=at least one day on the street or in a shelter in the last 90 days

1
SD=standard deviation;

2
NIAAA=National Institute on Alcohol Abuse and Alcoholism. NIAAA hazardous amounts are more than 7 drinks per week or more than 3 drinks

per occasion for women;
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3
MCS= Mental Component Score of the SF-12 measure (21);

4
PCS=Physical Component Score of the SF-12 measure (21);

5
Health comorbidity measured by the Katz et al (22, 23);

6
PTSD=Post Traumatic Stress Disorder measured using the MINI (26);

7
Measured using the Patient Health Questionnaire (PHQ-9) (24, 25);

8
SIP=Short Inventory of Problems for Alcohol and for Drug Use (27);

9
Outpatient addiction treatment=visit with a doctor (other than a psychiatrist), physician assistant, nurse practitioner, nurse or other healthcare

provider;

10
12-step programs: AA=Alcoholics Anonymous, NA=Narcotics Anonymous, CA=Caffeine Anonymous.

11
Motivational Enhancement Treatment
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Table 2

Baseline motivation to change (dichotomized as high motivation vs. lower)

Measure of High Motivation to Change Study Time Point Homeless no./N (%) Housed no./N (%) P value

Very important to change drinking Baseline 38/50 (76.0) 44/57 (77.2) 0.88

Three months 19/29 (65.5) 26/43 (60.5) 0.66

Six months 9/19 (47.4) 28/42 (66.7) 0.15

Twelve months 11/20 (55.0) 29/50 (58.0) 0.82

Very ready to change drinking Baseline 38/52 (73.1) 42/57 (73.7) 0.94

Three months 20/31 (64.5) 32/45 (71.1) 0.54

Six months 13/19 (68.4) 30/42 (71.4) 0.81

Twelve months 17/22 (77.3) 32/50 (64.0) 0.27

Very confident you would succeed in changing drinking habits Baseline 33/55 (60.0) 41/65 (63.1) 0.73

Three months 20/36 (55.6) 50/63 (79.4) 0.01

Six months 17/26 (65.4) 47/59 (79.7) 0.16

Twelve months 23/29 (79.3) 52/70 (74.3) 0.60

Very important to change drug use Baseline 60/66 (90.9) 71/80 (88.8) 0.69

Three months 29/36 (80.6) 67/73 (91.8) 0.09

Six months 25/32 (78.1) 62/72 (86.1) 0.31

Twelve months 24/27 (88.9) 59/70 (84.3) 0.56

Very ready to change drug use Baseline 51/66 (77.3) 68/80 (85.0) 0.23

Three months 29/37 (78.4) 60/75 (80.0) 0.84

Six months 22/32 (68.8) 54/73 (74.0) 0.58

Twelve months 21/28 (75.0) 54/72 (75.0) 1.00

Very confident you would succeed in changing drug use Baseline 33/66 (50.0) 50/80 (62.5) 0.13

Three months 26/38 (68.4) 54/80 (67.5) 0.92

Six months 20/34 (58.8) 51/80 (63.8) 0.62

Twelve months 21/30 (70.0) 67/89 (75.3) 0.57
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